children in South Africa. De Assis (A.) and Mendes (M. 0.) have reported the same from Rio de Janeiro.
In all forms of Sonne infection there is a tendency to abrupt onset with pyrexia and a remarkable feature appears to be the association of catarrh of the respiratory tract. Apparently two varieties of Sonne infection can be recognized. [Fraser (A. M.) , Kinloch (J. P.) and Smith (J.), 1926.] In one variety the symptoms approximate an acute Flexner dysentery with blood and mucus stools; in the other acute toxic symptoms are manifest and closely resemble those of the Salmonella group, and may rapidly be fatal. [Charles (J. A.) and Warren (J. H.), November 1933.] In the milder types the stools are loose and green in colour, and during this period the abdomen is distended.
Treatment of bacillary dysentery in children merits special consideration, because in essence it presents certain features which differentiate it from bacillary dysentery in adults. Bacillary dysentery in children is relatively a much more toxic disease; convulsions and even coma may be distinctive features. It is, therefore, even more necessary than in adults that bacillary dysentery should be attacked energetically.
It is most necessary to combat the toxsemia, and it is generally believed that antidysenteric serum does this more effectively than in adults. This serum must be given in sufficient quantities and early in the course of the disease. Bromides and morphia in small doses must be given to control the convulsions and to ease the abdominal pain. The diet must receive attention and milky foods must be withheld, but plenty of fluids in the shape of albumin water or barley water must be administered. Champagne or neat brandy can be given in small quantities. Jellies, ice-cream, milk jellies, egg beaten up in whey should form the main articles of food. Cocaine or morphia suppositories are used to ease the abdominal pain. In dehydrated subjects intravenous or deep subcutaneous injections of normal saline and 5% glucose are indicated. The saline treatment should be persisted in in appropriate doses. Sodii sulph. 15 gr. should be given three or four times a day till the motions become fa3cal in character. A small preliminary dose of castor oil, 1 or 2 drachms, is advisable, as to adults.
The special points in the administration of antiserum are as follows: Serum treatment of bacillary dysentery in children.-Though the treatment of bacillary dysentery with antidysenteric serum has now been practised for some thirty years, there appears to be no general unanimity about its utility in all aspects of the disease. But there appears to be general agreement that it is especially efficacious in the toxic form of dysentery as it appears in children, and that it is useful in combating the toxamia and also in shortening the general course of the disease.
From my personal experience in Fiji, Ceylon and elsewhere, in the treatment of acute bacillary dysentery in children, I have no hesitation in advocating antiserum treatment, and probably the modern sera with their much higher Shiga antigenic power are much more efficacious than those formerly used. It is necessary to emphasize once more that the serum should be administered in sufficient amount and early in the course of the illness. The underlying idea to my mind in giving serum is to prevent, if possible, or to minimize, the coagulation necrosis which is taking place in the intestinal mucosa as the result of the dysentery toxin.
The indications for serum treatment may be based upon the following considerations (a) The signs of definite toxic absorption. (b) The number of the stools-over twelve in the twenty-four hours, and containing a quantity of blood. (c) Rapidly rising pulse-rate and correspondingrise of temperature. (d) Cases in which the acute stage with bloody stools, tenesmus and abdominal pain, has persisted longer than three or four days and shows no signs of subsiding.
My personal belief is that the medicinal treatment of bacillary dysentery in children should be preceded by intramuscular injection of from 10 to 20 c.c. of antidysenteric serum. Of course at present this applies to Shiga and Flexner infections, though no doubt in time an anti-Sonne serum will become available also.
Intravenous injection of antidysenteric serum in children is not always possible, or always advisable, so that the intramuscular route presents the most practical channel of introducing the serum quickly, and usually the subcutaneous route is too painful and too slow to obtain the best results.
The intrarectal and the intraperitoneal routes have also been used with favourable results. Lantin (J.), 1921, has used the former method in the Philippine Islands. The serum is introduced through a funnel and a long rubber tube, with the patient in the knee-elbow position; 30 to 80 c.c. of serum can be introduced and retained. Knauer (H.) 1926, favours the intraperitoneal route after four years' experience of the treatment of bacillary dysentery in infants and in children. By this method 100 to 300 c.c. of serum may be given altogether to one patient in repeated daily doses.
The treatment of bacillary dysentery in children by sensitized dysentery vaccines has been extensively employed in Germany in the form of a preparation known as Boehncke's Dysbakta (Schittenhelm and Schelenz, 1918) .
Especially in cases in which severe local phenomena are associated with signs of general intoxication, good results are obtained by combining vaccine and serum treatment. Daily doses of vaccine in doses of 0 5, 1-0 and 1-5 c.c. are injected subcutaneously together with a small dose of 10 to 30 c.c. of anti-dysenteric serum which may, if necessary, be repeated.
Amcebiasis in children.-It is more than probable thati'ntestinal amcebiasis may be acquired at any period of life; but it is unquestionably a rare disease in European children, and this is probably due to the general care that is usually exercised in their supervision and in guarding them against sources of infection. I myself have never seen or treated a genuine case of amcebic dysentery in a child under 10 years of age, and it is necessary here to correct a sort of loosely held, but nevertheless widespread belief amongst tropical practitioners, that small European children commonly suffer from this infection and that amrebiasis is apt to occasion epidemics amongst them. It is especially essential that amcebic dysentery should be diagnosed in children with great circumspection and caution, mainly because emetine, that valuable drug which is so indiscriminately and thoughtlessly used, is liable to cause the gravest toxic manifestations in young people. Personally I believe that the rarity of amcebic dysentery in children lies in the nature of the dietary which is usuaUy dispensed to European children in the tropics, and also the uncertain but certainly very prolonged incubation period of the disease. They are really very few authentic records of amcebiasis in European children.
My own case was in a boy aged 10 years and 10 months, who had one attack of what appeared to be dysentery, in Shantung, China, when he was 9 years old. Returning to England in March 1927, he had one apparent attack of dysentery in December of that year, and was seen by me on his third relapse in February 1928. He was then passing four typical blood-and-mucus stools daily. His faces contained numerous active Entamceba histolytica, and he reacted well to combined emetine, bismutb iodide, and yatren treatment.
Perry (H. M.) and Bensted (H. J.), 1926, have shown in Cairo that amoebiasis in infants is comparatively common amongst the poorest inhabitants, especially when they have been weaned from their mothers, and according to their tables E. histolytica was found in 13-9% of their dysentery cases.
Biggam (A. G.), 1932, described a case of amoebic dysentery in an Egyptian child in Cairo, aged 3 months. There was also an amcebic abscess of the liver. The child subsequently died of bronchopneumonia, when small amoebic ulcers could be demonstrated in the bowel. It is to be noted that these figures relate to native children in Egypt, and it is practically the same for India. There, Gharpure (P. V.) and Saldanha'(J. L.) (1931) have recently published a table based on an analysis of 426 post-mortem findings in India. Below 10 years of age they found 0 9% of amcebic dysentery and one case of liver abscess. In the decennial period of 11 to 20 on the other hand, the percentage of amoebic dysentery is 12 5 and that of liver abscess 6-1. I believe, too, that amcebic abscess of the liver is extremely rare in European children. The youngest I have personally observed was a girl aged 16, whom I saw in 1928. A swelling which she first noticed under her right breast turned out to be a liver abscess spreading along the falciform ligament. She had apparently contracted the amoebic infection in Cairo some ten years previously.
My object in stressing the point is to emphasize more than ever the crucial nature of differential diagnosis "in capitals," mainly because it has become the prevailing custom to inject these small patients with emetine immediately dysenteric symptoms become apparent. In genuine amoebiasis in young people I find emetine bismuth iodide and emetine periodide in one grain doses, combined with yatren (quinoxyl) treatment in the customary strength, well tolerated and effective over a period of ten days. But I think that emetine injections are especially toxic to small children. I am constantly having small cachectic and emaciated children brought to me who are obviously suffering from emetine intoxication, the emetine having been given on the mistaken notion that they are suffering from amoebiasis, when the opposite is the case.
I need hardly stress the signs of emetine intoxication-the cachexia, the depressed circulation and the emetine neuritis and myositis.
Young (W. A.) and Tudhope (G. R.), 1926, have ably described the weakness of arms and legs, the muscular wasting and lack of ocular accommodation after emetine therapy. Reed (A. C.), 1931, Rinehart (J. F.) and Anderson (H. H.), 1931, and Epstein (D.), 1932, describe the grave effects of emetine on the cardiac muscles.
There is a form of emetine neuritis to which it is necessary to draw attention; it is a form of progressive muscular atrophy which simulates the scapulo-humeral form and which I have seen on several occasions. Giardiasis or lambliasis in children.-Giardia intestinalis has the honour of being the first protozoon discovered in man (by Leeuwenhoek in 1681), and is also the flagellate which is extremely common in children, especially European children in the tropics; the rate of infection in these being three times as great as in adults.
Of the intestinal flagellates of man, Giardia intestinalis has the strongest claims to be considered pathogenic. It is found in its active state and in the largest numbers when the stools are liquid and diarrhoeic, whilst in the chronic stages, when large numbers of cysts are present, the stools may also have distinctive features. In my opinion the symptoms, including the stools of children suffering from chronic giardiasis, resemble those of coeliac disease, and I am glad to find that this receives support from the observations of Reginald Miller in 1926 . (Arch. Dis. in Child., 1926 . There is the same persistent diarrhoea, the same enlargement of the abdomen and the same retardation of growth. Treatment of this condition is by no means so satisfactory, and is best carried out by yatren or quinoxyl given by the mouth and by the bowel, by enema.
Celiac disease.-Coeliac disease is by no means rare in European children from Malaya and India. In the past four years I have recognized at least six instances of this diarrhoea in my practice. Coeliac disease in tropical children does not differ in any material feature from that so frequently seen in this country. To see it is to recognize it, and to distinguish it from the other forms of gastro-intestinal disease already mentioned. The fat in the stools can be recognized microscopically and, as Bauer has pointed out, the amount appears to be greater than that accounted for by the intake.
It is difficult to escape the conviction that this defective fat assimilation and mal-digestion of carbohydrates, with the abdominal discomfort caused by meteorism and flatulency, has much to do with the excitability and uncontrolled tempers of many European children in the tropics. I recently encountered such an example in a boy, aged 6, from Malaya. The change of temperament and character immediately he had been placed on a suitable dietary, and the more urgent symptoms had subsided, had to be seen to be believed, and were probably more appreciated by his parents than by the small boy himself.
It is not generally realized that oceliac disease in European children may be a sequel to an attack of bacillary dysentery in infancy. In 1931, I saw a boy, 2 years old, from India, a typical case of cceliac disease consequent upon acute dysentery. The familiar clinical picture of emaciation, typical stools and emaciated abdomen was there, together with defective development of teeth and stunted growth. The customary improvement was noted directly he was placed on a fat-free dietary.
Sprue in children'.-Until recently it was the general belief that sprue had never been seen in small children, and in my own experience the youngest child of European origin with undoubted sprue was a boy, aged 13, whom I saw in Ceylon. But on October 27, 1933, at a meeting of the Section for the Study of Disease in Children, Reginald Miller showed an indubitable example of sprue in a boy from Ceylon, aged 11i years.1 The diagnosis was readily made upon the history, the characteristic tongue, the megalocytic anmmia, the characteristic stools and the almost miraculous response to a fat-free dietary. Considering the frequency of sprue in adults, especially in Ceylon, where there are some 7,000 Europeans, the occurrence of sprue in children must be extremely rare, and there is a strong conviction that the sprue syndrome is not seen in small infants. I might add that in 1912 and 1913 I travelled over the whole of Ceylon searching for sprue in European children, without success.
Polypus.-It is necessary to refer to this condition, as it not uncommonly occurs in children and may produce many symptoms common to other forms of dysentery.
Such a benign pedunculated tumour may produce abdominal pain, tenesmus, and the appearance of blood and mucus in the stools. Such phenomena in a European child in the tropics at once conjure up the spectre of dysentery, and antidysenteric treatment, most usually emetine, is at once applied.
How can one distinguish, on a superficial examination, a case of polypus from other forms of dysentery? The history of recurrent attacks of tenesmus over a prolonged period, without serious interference with the general health, is important. The stools are suggestive, as they are generally formed, and are coated usually with a layer of blood and mucus. From a microscopical point of view the absence of any inflammatory cells and the presence of clumps of red corpuscles are important. The diagnosis is clinched by a sigmoidoscopic examination. The most striking example I have encountered of this condition was in 1931 in a boy, aged 6, from S. Rhodesia, who had been treated for four years for chronic amoebic dysentery. A suspicion of intestinal polypus being aroused, a pedunculated polyp was removed by Mr. T. P. Kilner at 13 cm. up the rectum, with complete ultimate recovery.
Generalized polyposis is another condition sometimes met with in tropical children. This is a terrible affliction, of which I have had several cases. Malignant changes in the polypi almost invariably occur.
Intussusception.-It is necessary to mention intussusception as a differential diagnosis from other forms of dysentery, mainly because it may occur in infants as a complication of acute bacillary dysentery, or it may eventuate as an independent condition altogether, and may be mistaken for acute bacillary dysentery. The stools, for example, may consist almost wholly of blood and mucus and, under the microscope, the cell picture may be very similar.
Colitis in children (forms of colitis other than dysentery).-There is a form of acute idiopathic ulcerative colitis in children under 10 years of age which I have encountered in children from the tropics. It runs an acute course with pyrexia, toxasmia and anaeenia, very similar to the disease which we are familiar with in adults. I mention this, not because I am acquainted with anything new regarding its atiology, but because it is so liable to be confused with other forms of dysentery. Then there is a form of mucous colitis in tropical children, and in my opinion this is almost invariably a sequel to a former attack of bacillary dysentery, and it is aggravated by tropical heat and unsuitable dietary. These children improve immensely on coming to an equable climate and being fed on easily assimilable and palatable European food. I am not in favour of bowel lavage as a form of treatment of this condition in children.
Tuberculous ulceration of the colon, or tuberculous ulceration of the large intestine, is far commoner in children from the tropics, especially in those who have previously suffered from one or other of the forms of dysentery; in fact it is my belief that some of the so-called cases of ulcerative colitis are really of tuberculous origin. But the tubercle bacilli may be very difficult to detect in a blood and mucous stool. The whole stool must be collected, digested in antiformin and continually centrifuged, before tuberculosis can be proved. I have received several surprises in this direction.
For instance, a little girl, aged 8i years, was first seen by me in March 1933; her illness had begun with acute dysenteric symptoms one and a half years previously, and had been considered to be acute amoebic dysentery and received prolonged emetine treatment. Eventually on its being diagnosed as polyposis, exploratory operations were performed. When first seen the child was running a hectic temperature and had four or five blood-stained motions daily. Emaciation and anmemia were extreme, and the child was definitely of a tuberculous type, and there was a small quantity of free ascitic fluid in the abdomen. By washing out the bowel first, by the continuous drip saline method, and then collecting the first blood and mucus passed after the washout, tubercle bacilli were demonstrated in the centrifuged digested deposit. A bad prognosis was given which eventually appeared to have been justified. Up to this time the case had been considered to be the sequel of acute bacillary or amcebic dysentery.
Intestinal disturbances of dietetic origin are extremely frequent in the tropics in European children-probably relatively more so than in children in England. These disturbances are due to unsuitable food, which in the tropics is notably deficient in vitamins. Children who, perforce, have had to be fed "out of a tin," or on tough native meat, chilled or frozen meat, excess of carbohydrates, or native vegetables, present the clinical picture of malnutrition with prominent, flatulent and tympanitic abdomen. It is hardly necessary to point out that these symptoms soon subside on a suitable dietary.
Intestinal helminthic disease in European children. This too is an important subject and one which calls for more particular attention in tropical children than in those reared in this country. Tapeworm infection.-Taenia saqinata is much the most important, for it is the commonest and most difficult to dislodge. These can be the most trying cases, and I remember one child, aged 2 years, in Dar-es-Salaam, who contracted the infection by the persistent attempts of the mother to feed it with raw-beef juice! I have no other better suggestion to offer than the time-honoured Filix mas with efficient preliminary starvation. I have only encountered one case of Tmenia solium in a boy aged 5, about ten years ago, and that was dislodged, complete with head, with one dose of 30 minims of carbon tetrachloride followed by a saline aperient.
Ascaris lumbricoides infection is commonly encountered in European children from Hong Kong, Singapore, and Shanghai. It may not occasion any special symptoms, but I have seen it cause a chronic urticaria. There may be associated nervous phenomena. The best treatment is by oil of chenopodium (ascaridole) in capsules of 3 minims each, of which three are sufficient for a child aged 10. This should, of course, be followed by a saline aperient. I have used carbon tetrachloride, 30 minims, also with success, and I consider this treatment better than the time-honoured santonin and calomel.
Ankylostome infection in European children is one that must also be constantly borne in mind. This is the cause of much chronic, but not easily ascertainable, ill-health. I have learned to be suspicious of its presence when the patient is listless and of a sallow complexion. It is a state that easily evades detection unless sought for. I think that the eosinophilia may constitute a useful guide and suggestion for faeces examination. The faces must always be examined by the Clayton-Lane ;lotation method, for small infections are the rule and cannot be diagnosed otherwise. The best treatment is oil of chenopodium on one day in the doses already advocated, followed by carbon tetrachloride on the next.
Oxyuris infection is common and extremely difficult to eradicate. The familiar symptoms may be present or not. On one occasion I diagnosed massive oxyuriasis by sigmoidoscopic examination, when I was astounded to see masses of oxyurids wriggling, like miniature eels, along the mucous membrane, towards the lamp of the sigmoidoscope, and over a hundred of these worms were removed. I am having the best results from treatment by means of carbon tetrachloride (30 minims), followed by an intrarectal injection of quassia 1: 100; sometimes too, the administration of " butolan " (p. benzyl-phenocarbamin acid ester) 0-25 grm. three times daily, by the mouth, for ten days, is followed by permanently good results, but probably it is more efficacious to combine these methods.
Dr. A. G. Maitland-Jones. --I intend to confine my remarks almost entirely to bacillary dysentery and I wish to emphasize the fact that in my experience it is a relatively rare disease, apart from epidemics of the Sonne type of dysentery, which have occurred in recent years. At the London Hospital during the last five years only seven cases of dysentery in children have been admitted. The first thing that strikes the observer about these cases is their relative mildness. They all had a certain degree of fever, and blood and mucus appeared in the stools. None of these children was very young; the age was between 2 and 5 years and all of them, within a week or so, appeared to make a complete recovery.
As regards Sonne dysentery, I have had occasion within the last two or three weeks to observe a small epidemic amongst infants, about twenty cases in all, which occurred in a certain hospital. These examples of Sonne dysentery, again, were not seriously ill. Among these twenty cases there were only two deaths-one of which occurred in a case of cceliac disease which had been in hospital for some little time, and the other in a very wasted infant who had been admitted for its advanced malnutrition. The age of the youngest patient was 5 weeks, and eight of the cases were under the age of 1 year. These patients also all had blood and mucus in the stools.
As regards the diagnosis, I am inclined to say that if a child were ill, with some fever, and blood and mucus in the stools, I would regard the case as one of dysentery, unless I could prove it to the contrary. I personally have never yet seen a case of dysentery which did not have blood and mucus in the stools.
Other conditions causing blood in the stools are polypi and intussusception. As regards polypus, I do not think there should be much difficulty in distinguishing between that and dysentery; a child with polypus has profuse rectal haemorrhage, and in between the attacks is perfectly well. Occasionally, of course, there is a certain degree of tenesmus with a polypus.
The differential diagnosis between intussusception and dysentery is a little more difficult. I should stress the importance of vomiting and absence of fever in intussusception, and of course in manv cases of intussusception an abdominal tumour can be palpated. Furthermore, in intussusception the attacks of severe colicky pain, between which the infant, at any rate in the early stages, appears to be quite well, should be of aid in distinguishing between intussusception and dysentery.
With regard to treatment, I have little of moment to say. If the diarrhoea should be severe and signs of dehydration be present, I should have no hesitation in giviug the child a continuous intravenous transfusion with Hartmann's solution, to which 10% of glucose had been added. This method of treatment, to combat the anhydraemic intoxication which occurs in severe diarrhoea in the infant, I regard as a, distinct advance. I may add that I have had no occasion to use this treatment in any case of this disease under my care.
I would now like to say a few words about the treatment of threadworms in the infant and older child. I hold the view that in many cases much overtreatment of this condition goes on. After all, these worms are not so much a disease in themselves, as a symptom of an unhealthy state of the intestinal tract. I think it is of value in treatment to prevent, if possible, the formation of excessive amounts of mucus in the intestinal tract by giving astringent purgatives such as rhubarb. Rectal injections are, of course, of value; but I have seen many little children whose lives have been made miserable and who have been seriously upset by the almost continual rectal injections to which they have been subjected.
In conclusion, I would like to raise a point which I must admit has no direct bearing on the subject of discussion to-night. I am so often told by parents who live in the tropics that their children must be brought home to England by the time they are 6 or 7 years old, as, otherwise, so I am told, their health suffers. I would like to ask the experts in tropical medicine who are present here to-night if this is so, and, if their health does suffer, to what disease in particular are these children liable ?
Colonel F. P. Mackie said that of all the diseases of children in the tropics bacillary dysentery was the most to be feared. Shiga infections were apt to be fulminating, and he had seen institutional epidemics and sporadic cases in private houses where the condition had been mistaken for cholera.
It was important to differentiate Shiga from Flexner infections; the former might be assumed when the onset was sudden, and the course acute, and associated with severe griping, high temperature, and the passing of a large number of stools resembling raw meat scrapings. Flexner infections were not so acute or so sudden in onset; the stools contained less blood and more mucus, and there was less tenesmus and less tox8emia.
The cytology of the stools in bacillary dysentery was characteristic, especially in the Shiga infections, and served to distinguish it at once from the ameebic type, even in the absence of vegetative amoebe. The dejecta were composed of pus and blood-cells with large macrophages and disintegrated intestinal epithelium.
This enabled a diagnosis to be made by a simple microscopic examination so that early serum treatment could be given, as this afforded the only chance of life in the acutest types of the disease. Shiga infections were quickly followed either by recovery or death, whereas Flexner infections were apt to drag on and become chronic, and in this case children not infrequently passed into a state of inanition and died from exhaustion.
He agreed with Dr. Manson-Bahr that the large majority of dysenteries in children were bacillary, but amcebic infections did occur.
Regarding "lambliasis" (so-called), he was one of those who disbelieved in the pathogenicity of this protozoon. One could see heavy infections in children with normal stools as well as those with liquid stools, and he had seen a sudden influx of these flagellates occur in a case of diarrhoea without causing any access of symptoms and conversely he had seen them as suddenly disappear without altering the clinical course of the disease. He had never seen lamblia or their cysts actually invading the mucosa, though they might be found at the bottom of the crypts of Lieberkuhn. This was in contrast to amcebic and balantidium dysentery, in both of which the parasite was a tissue destroyer. During the War he gave up referring to lamblia or any other intestinal flagellate in pathological reports, as he found that the less experienced clinicians were either alarmed at the appearance of this strange creature or else hailed it as a peg on which to hang a diagnosis. Probably the sudden appearance of these parasite3 was due to some alteration in the intestinal contents or merely to a change in the hydrogen-ion concentration. He thought that the word "lambliasis " should be given up as being a misnomer.
Sir Malcolm Watson said that in his experience few infants in the tropics escaped the syndrome of dysentery. Soon after the eruption of the milk-teeth, inflamed gums, inflamed tonsils and high temperature, we~re usually found, while blood, mucus and undigested food appeared in the stools. The treatment was simply castor oil, and a reduction in the amount of milk. Any excess of food in an infant or young child, indicated by undigested food, was very frequently associated with blood and mucus in the stool. A single round worm (ascaris) would produce all these symptoms. The cure was the removal of the worm and a reduction in the food. Acute bacillary (Shiga) dysentery was, happily, comparatively rare in European children in Malaya. Before the days of anti-dysenteric serum it caused great anxiety to the physician. It was cotmmon among Asiatics. In the Selangor Government Medical Report for the year 1906, he (the speaker) had reported an epidemic which began in the household of H.H. the Sultan, and from there spread to a number of villages. There were 120 cases and 32 deaths. The first cases heard of were reported as cholera, as the disease was virulent, and fatal, in several cases, in four days.
He had seen one case of appendicitis in an infant aged 11 months, in which the signs were blood and mucus in the stools and pyrexia. It was not diagnosed until perforation had occurred, and the operation was too late to save thechild. He had also seen a case of intussusception in a European child. The mother reported the child as passing pure blood. Fortunately, the true nature of the case was diagnosed, and operation within four hours of the onset of the symptoms revealed a foot of intussuscepted and deeply congested gut. The operation was entirely successful.
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Although these cases with blood, mucus, and pyrexia were so common, he had not lost a case in the twenty-eight years, except the one mentioned; nor had it been necessary to invalid a child to England on account of dysentery. In this respect his experience was by no means unique. Fletcher reported in his " Dysentery in the Federated Malay States" the result of an inquiry among Government medical officers and private medical practitioners, and among 5,000 Europeans, only two deaths from dysentery had occurred in three years. One was that of a man aged 65, and the other was that of a patient who had suffered much from malaria and was living " as a native, among natives." In contrast, among Asiatics, " during the period 1911-1921, over 47,000 deaths were recorded in a population of about one and a quarter million."
He had not seen sprue in a child, and it was rare among adults in Malaya, as compared with some other countries.
With regard to the age at which children should leave the tropics, he had no hesitation in advising parents in Malaya to keep their children till they were ten years of age. Children did well in that country if they were not treated as hot-house plants, but were made to wear shoes, allowed plenty of freedom and outdoor exercise, and provided they had not suffered much from malaria. With regard to India and the drier parts of the tropics, it depended on the health of the child. These countries were probably more dangerous to children than Malaya, where there was a heavier rainfall.
Dr. Leonard Findlay said that so far as his experience of dysentery was concerned, he was in complete accord with Dr. Manson-Bahr and therefore at variance with his paediatric colleagues, Drs. Maitland-Jones and Reginald Miller, which was possibly due to the fact that his acquaintance with the disease was mainly as it occurred in the West of Scotland, whereas theirs had been in the South East of England. In the West of Scotland, bacillary dysentery was not uncommon, and occasionally occurred in epidemic form in children's homes, and might attack all the children in a family, but fortunately he had never experienced an outbreak in his own hospital wards. As a rule it was sudden in onset, with fever and the frequent passage of typical dysenteric stools, accompanied by much tenesmus. Indeed so characteristic is the clinical picture that a bacteriological examination of the stools is not necessary, but whenever the stools were examined, at least during the early stage, Flexner's bacillus y type (which is closely related to Sonne's bacillus) was isolated. He had not found dehydration a marked feature and indeed, in view of the symptoms, there seemed no reason that this should be present. Occasionally, however, just as Dr. Manson-Bahr had remarked, the condition was very acute, with severe nervous symptoms, and death supervened before any true dysenteric symptoms. appeared. In his experience this had been most frequeht in the unduly well-nourished child of thymo-lymphatic habitus.
In the West of Scotland, bacillary dysentery, although occurring at all ages, was most frequent during the first two years of life, and during this age-period the percentage mortality was also greatest. He agreed with Dr. Manson-Bahr that the differential diagnosis from intussusception might cause difficulty, but he could not understand any confusion arising between it and polypus of the rectum, the characteristic feature of which was simply the passage of a fair amount of blood at long intervals. As complications, he had found bronchopneumonia and pyelonephritis most common, but he had never observed cceliac disease as a sequel. In the treatment of the condition he also believed in the use of dysenteric antiserum, but be had also found of distinct value the daily administration of mag. sulph. in three consecutive doses of 10 to 30 gr. at intervals of one hour until the motions are normal.
Regarding intestinal parasites, the first point he would like to remark upon was their rarity in this country. Ascaris did occasionally occur and give rise to severe symptoms, but as a rule the first evidence of its presence was its appearance in the motion. He was in entire agreement with Dr. Manson-Bahr concerning the difficulty of expelling tania, and it should always be remembered that there might be more than one worm. In contrast to the general opinion, he considered oxyuris very rare nowadays, and this was true not only of the West of Scotland, but of London as well. If one took the trouble to verify the story of the mother or nurse by microscopic examination of the stools, the presence of these parasites would be very seldom diagnosed.
Mr. H. W. S. Wright said that not the least interesting thing about this discussion was the presentation of diseases common in the experience of anyone working in the tropics, fro'm three or four different angles, e.g. the standpoint of the general practitioner, of the tropical expert abroad, the specialist in tropical diseases, and the paediatrist working in this country; Perhaps the point of view of a parent and a surgeon would be of some interest. It was amazing, for instance, to hear bacillary dysentery described as a mild disease; in North China, at any rate, it was one of the things every parent had to guard against and fear. The mortality was in the region of 50%. Infection was very apt to occur whern children were taken out of their normal, carefully guarded surroundings, and sent, for instance, on a long train journey to the seaside. Scarlet fever, although not strictly a tropical disease, had, in China, special characteristics, not generally known in this country, which gave it a very high mortality. It was associated with an extremely virulent heemolytic streptococcus which often caused death from septicwmia within a day or two. Treatment by serum, which frequenntly seemed to lower the temperature and abolish the rash, did not always prevent this septicanmia.
It should be widely known that early blood transfusion from a previously infected adult or child was the best known remedy. It was worth while testing all children for susceptibility and using every known means of passive immunization.
Speaking as a surgeon, it was impossible to emphasize too much the importance of ascaris infections in the production of obscure abdominal conditions. Practically every foreign child was infected at some time or another, many of them nearly all the time. He had many times been asked to see a child with a possible acute appendicitis, in reality suffering from ascaris infection. The child usually had a temperature of about 103°-often higher-and complained of abdominal pain, first generalized and later often referred to the right iliac fossa. The abdomen was a little distended and tender. The differential diagnosis was not difficult if the condition was kept in mind. There was a history of increasing-rather characteristic-irritability in the previous few days, the temperature was higher than was usual in peritonitis, but the pain was more generalized, not so severe, and not accompanied by such marked localized rigidity as in appendicitis. 41 875
